The General Practitioner Obstetrician Dr J Sluglett (Bristol) A New Concept of General Practice Obstetrics I was taught obstetrics in the rather strict school of Munro Kerr and Sam Cameron in Glasgow. It was continually impressed on me that, although unexpected complications would occur from time to time, most troubles could be avoided by strict antenatal supervision; in a word, prophylaxis was the keynote of successful obstetrics. I have always tried to follow this precept.
It seemed logical at that time to apply this principle to the post-natal period, as it was claimed that a lying-in period of 10-14 days was necessary in order to prevent prolapse and other complications. This worked very well in hospital but, after a few days on the district, was found to be quite impracticable in the poorer districts. Further, many multiparxe said that they felt much better for this early rising than they did after a hospital confinement, when they had to endure the rigours of the full lying-in period. With experience and study I came to accept that early ambulation was desirable, so that quite early in my maternity work in the general practice I allowed mothers to get up and about as soon after delivery as they wished.
I have delivered women in all sorts of places but it was when I came to Bristol in 1947 and could use the general practitioner unit of the Bristol Maternity Hospital that I really began to enjoy my maternity work: everything required was to hand and in the difficult cases consultant help was readily available. When the National Health Service began we lost those beds, but were given many more in a private nursing home which was converted into a GP maternity hospital. Over the years that followed it became obvious that there was an increasing demand for hospital delivery which, with the number of beds available could not always be met. It occurred to me one day that a way out of this difficulty would be to allow mothers to go home as soon as possible after delivery in normal cases. I discussed this idea very fully with Dr Sarah Walker who is in charge of Bristol Local Authority maternity services and the result of our deliberations was published in 1956 (Sluglett & Walker 1956 ).
Let me declare my interest immediately: I am in favour of 100o% hospital delivery but I also realize that most mothers want to be at home with the new baby. The scheme we put forward seemed to give them the best of both wotlds: they would be delivered in maternity units by their own doctors and district midwives; the unit would be attached to a maternity hospital and, if any complications arose, specialist help would be readily available. In a normal case the mother would be back at home before her family had time to miss her and this would minimize both emotional upset and hospital cross-infection. We also felt that, although the idea started as an expedient to deal with a shortage of beds, it was, in principle, a good method of dealing with a selected group of pregnancies. It was not until September 1964 that a delivery unit such as we described was opened in Cardiff as the result of the untiring efforts of Professor A Duncan. His main difficulty, even though a suitable building was available, was due to the legal problems arising from the employment of domiciliary midwives in hospital premises. These were ultimately solved by giving them honorary contracts.
A second unit was opened in Salford, Lancashire, in July 1966 and a third in Bristol in October 1967.
The Cardiff unit has four beds and, from September 1964 to the end of December 1967, 812 mothers have been delivered with an average stay of 11 hours. Professor Duncan (Duncan 1965) reviewed the 83 patients delivered between September 1964 and July 1965, of whom only 2 had to be transferred to the specialist unit; no mother or baby had to be readmitted from home.
The Salford unit also has four beds and in a period of 13 months there were 236 deliveries, of whom 16 were transferred for various reasons such as inertia, post-partum haemorrhage and so on; 3 babies were transferred on account of abnormalities. There were no readmissions and the average stay was 4-6 hours.
The Bristol unit has one bed and there have been 32 deliveries with one retained placenta, one case of prolonged labour and one premature baby being transferred to the specialist units. The average stay was 4 hours, ranging from 13 hours to 1 hour 20 minutes.
All three units are still regarded as being in the experimental stage; in Bristol the steering committee laid down certain criteria of which the most important are: (1) Patients booked for the unit would be those suitable for a GP maternity unit where early discharge is indicated. (2) The GP must be present at delivery whenever possible and it is his responsibility to decide when the mother is fit to go home. (3) Provided everything has been prepared for her, the mother can go home at any time after delivery. (In Cardiff she is kept in after 7 p.m. and not allowed home before 9a.m.)
There is now general acceptance of the principle of early discharge in selected cases where home conditions are satisfactory. Two recent articles (Arthurton & Bamford 1967 , Craig & Muirhead 1967 , reviewing the work of Theobald and his colleagues at Bradford from its pmediatric and obstetric aspects, show that neither mother nor baby suffer as a result of early discharge: mothers, midwives and GPs are very pleased with the results; the Salford consultants report that some of their patients who resisted hospital admission did not mind coming into the delivery unit; in Bristol, where the number of participating GPs was deliberately restricted, other GPs are now asking to be included in the scheme.
Over the past few years there have been considerable changes in the obstetric world, notably an increasing demand for hospital delivery. In Bristol in 1966 80% of all births took place in hospital and the corresponding reduction in domiciliary cases meant that midwives had an average of only one delivery a week. There is a fall in the birth rate and the full effects of the 'pill'
and other devices are not yet realized. There is a decreasing number of GPs and many of them no longer practise midwifery. There have been great improvements in standards as is shown by the latest infant mortality figures, which are the lowest on record. All the same, the monumental work of Butler & Bonham (1963) and the last report on Confidential Enquiries into Maternal Deaths (Walker et al. 1963) remind us that there is no room for complacency; further, there are the statistics of maternal morbidity known only to the gynecologists. What can be done to improve the maternity services and what should be the future role ofthe general practitioner obstetrician ? There must be a fresh examination of the way the maternity services function under the present tripartite system. No doubt a unified organization would be preferable but the Cranbrook Committee (Ministry of Health 1959) rejected this; it would require legislation and would be difficult to implement. In any case it is not absolutely necessary, since much could be accomplished by more co-operation and co-ordination of effort. Though midwives, GPs and consultants are responsible to different bodies, there is nothing to prevent team work based on maternity hospitals.
As far as the GPs are concerned there must be a strict obstetric list with the object of creating a cadre of GP obstetricians who are deeply interested in this subject and willing to undertake the extra responsibilities involved. This would mean that fewer GPs would do more midwifery; this is the best way for them to gain confidence, experience and awareness of the risks which beset every expectant mother: there is no room for the occasional obstetrician. As all doctors qualify in obstetrics, should they be allowed to practise and is midwifery an essential part of good family practice? It could be said equally of major surgery and no one in his senses would do this without the FRCS; many GPs do not like midwifery and have given it up and this has had no effect on their practices.
The GP obstetricians will have initial responsibility for all maternity cases but will pass to the consultants all those cases which, by generally accepted criteria, are considered to be unsuitable for the GP obstetricians. All his cases will be booked provisionally for delivery in a GP maternity unit within a maternity hospital with immediate access to all specialist services in emergencies. Immediate home discharge will be the rule in all normal cases and thereafter GP obstetrician and midwife will continue the postnatal care as at present.
In this new concept of GP obstetrics both he and the midwife will be members of the staff and take part in the work of the hospital. He will be closely associated with his consultant colleagues and act as a clinical assistant in antenatal sessions and other activities. If he so wished he might well regard this as a step towards further study before proceeding to the MRCOG and consultant status.
Each GP obstetrician would have his own patients, whom he would see regularly with the midwife at antenatal clinics in his practice area and as far as possible both would attend the confinements. As part of his hospital contract, each GP obstetrician would have hospital duty days on a rota basis. This would cover those cases where the GP obstetrician responsible cannot attend, because of absence through holidays, illness, study leave or other reasons. He would be engaged in general practice, preferably in a group or partnership, with responsibility for a smaller than average list and would work in association with GP obstetricians who might well be in other groups or partnerships. The financial aspects of any practice would not be affected by this cooperation.
One attractive feature of all this is that it would not require additional money. The midwives would be paid as at present, and the GP obstetricians by salary from funds recovered from the local executive council through forms EC 24. In Bristol in 1966 there were 7,301 live births and an unknown number of miscarriages, for which GP obstetricians may also claim fees. If the present obstetric list was reduced from 160 to, say 50, this would provide enough funds for a salary on a part-time basis, which, if added to fees for hospital work would be about £2,500 per annum. This would be quite a useful sum to bring to any partnership. It all sounds very simple but in human affairs and especially in medicine this is never so. If a cadre of GP obstetricians is set up and no GP outside the obstetric list is allowed to practise midwifery, should not this subject be removed from the qualifying examination? In place of the present course in the curriculum should there not be elementary instruction in the basic principles of conception, pregnancy and labour, as well as contraception and family planning? Midwifery proper would then be made a postgraduate course and admittance to the obstetric list in the future would require a DRCOG or equivalent.
Finally, why bother having GP obstetricians at all? All midwifery could be done by midwives, housemen, registrars and consultants in maternity hospitals. I am sure that there is a strong case for keeping the family doctors in the maternity services. Ardrey (1963) shows how the anthropologist fell into great error by basing his views of animal behaviour on observations in zoos, whereas they behave quite differently in their natural jungle habitat. In much the same way, human beings behave quite differently in hospital from the way they behave at home. The GP obstetrician with his interests divided between hospital and general practice is a necessary link between the two worlds.
